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ABSTRACT

PURPOSE Domestic violence is prevalent among women using primary health
care services in Lebanon and has a negative effect on their health, yet physi-
cians are not inquiring about it. In this study, we explored the attitudes of
these women regarding involving the health care system in domestic violence
management.

METHODS We undertook a qualitative focus group study. Health care profes-
sionals in 6 primary health care centers routinely screened women for domestic
violence using the HITS (Hurt, Insult, Threaten, Scream) instrument. At each
center, 12 women who were screened (regardless of the result) were recruited to
participate in a focus group discussion.

RESULTS Most of the 72 women encouraged involvement of the health care sys-
tem in the management of domestic violence and considered it to be a “socially
accepted way to break the silence.” Women expected health care professionals
to have an "active conscience”; to be open minded, ready to listen, and unhur-
ried; and to respect confidentiality. Additionally, they recommended mass media
and community awareness campaigns focusing on family relationships to address
domestic violence.

CONCLUSIONS Addressing domestic violence through the health care system, if
done properly, may be socially acceptable and nonoffensive even to women liv-
ing in conservative societies such as Lebanon. The women in this study described
characteristics of health professionals that would be conducive to screening and
that could be extrapolated to the health care of immigrant Arab women.
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INTRODUCTION

omestic violence is prevalent worldwide and associated with con-
siderable morbidity and mortality."? Women exposed to domestic
violence are more likely to have physical symptoms, poor preg-
nancy outcomes, sexually transmitted infections, and elective abortions.3-
Such consequences lead to poorer physical and mental health, more hos-
pitalizations, greater use of outpatient care for acute problems, and less
preventive care.”!°
Although numerous medical associations, governmental agencies, and
advocacy groups recommend routinely screening for or inquiring about

12 many physicians, even in developed countries, do

domestic violence,
not follow these recommendations'® for various reasons, including lack of
knowledge, inadequate training, and fear of offending patients.'

Several studies have been conducted in developed countries to identify
women’s attitudes toward routine screening and disclosure of domestic
violence in health care settings. A systematic review of 20 peer-reviewed
quantitative studies concluded that 43% to 85% of female respondents
were in favor of universal screening for intimate partner violence."”
Another systematic review of 84 qualitative and quantitative studies
focusing on screening for intimate partner violence revealed that women,
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including victims of violence, would actually endorse
screening for such violence under certain conditions:
assurance of privacy, a nonjudgmental clinician, and
provision of a rationale for the purpose of the screen.'®
In addition, female patients in the United States,
regardless of violence exposure, strongly encourage
physicians to ask about domestic violence in a direct
and caring manner."”'®

Results of studies in the United Kingdom, United
States, and Sweden have been similar. Generally, wom-
en'’s attitudes toward involvement and responses from
the health care system can be grouped into 3 categories
depending on factors at various levels. At the personal
level, readiness, self-esteem, and fear of increased abuse
play a role in a woman's ability to disclose domestic
violence.'”?? At the health professional level, female
survivors emphasize the importance of the professional
asking about domestic violence in an atmosphere of
safety and support, with provision of information to
reduce suspicion about the reason for such inquiry and
minimize stigma. At the organizational level, women
consider lack of time during the visit as well as an
uninterested physician as major barriers to disclosing
domestic violence.'”?'?> Many women also allude to the
lack of good referral systems and coordination between
professionals and community resources.?*?* In addition,
the high cost of medical care and long waiting periods
are considered to be barriers to proper management of
domestic violence in health care organizations.??

Despite the consistency of findings coming from
western countries, findings may differ in studies con-
ducted in Arab countries. Arab culture emphasizes
family solidarity, modesty, and reputation (honor);
disclosing domestic violence to a physician may be
viewed as wrong and a form of family betrayal.?*2¢
In addition, despite the recent increase of interest in
addressing domestic violence in the Arab world, most
research remains rather limited and focused on risk fac-
tors for spousal abuse. Population-based survey data on
the prevalence and consequences of domestic violence
are available only from a few countries in the region.?”
This general lack of data is surprising given the high
social and economic cost of domestic violence.?®

The reported prevalence of domestic violence in
different Arab countries (23%-35%) falls within the
international range.?>*' In Egypt and Jordan, about 1 in
every 3 married women has been beaten at least once
by her husband.3* Current physical abuse was found
among 23% of women randomly selected from primary
care centers in Aleppo, Syria.’? In Lebanon, 35% of
women using primary health care centers were found
to have experienced domestic violence.?!

Moreover, there is no societal consensus for
action against domestic violence in Arab countries.

One study found that 80% of Arab men and women
asserted that abuse of a wife is not a criminal act, and
some considered it legitimate and acceptable.’® In a
recent review of regional literature, Boy and Kulczycki
concluded that domestic violence is severe and chroni-
cally underreported; there are few legal, social service,
or health care resources for victims and survivors, and
there is such widespread tolerance of domestic vio-
lence by both men and women that “most victims are
unable or unwilling to seek help from legal authorities
or from health care providers."*

Because of these social and system barriers in the
Arab world, physicians miss opportunities to identify
and assist women who are suffering.3* For example,
interviews with clinicians reveal that, although they
suspect the presence of domestic violence or even fre-
quently encounter survivors, they do not commonly
ask or screen for domestic violence in their practice.®
The health care system is thus seldom involved.

It is, therefore, prudent to explore whether cultural
differences play a role in shaping women's disposition
toward the involvement of health care professionals in
addressing domestic violence in Arab countries. As in
many developing countries, there are no established
community services, and policies and laws that protect
women are largely lacking.

In this study, we explored Lebanese women's opin-
ions of and attitudes about primary health care clinics
taking a proactive role in addressing domestic vio-
lence, and their comfort and satisfaction with discuss-
ing domestic violence in this setting. We also explored
women's expectations about how the health care sys-
tem can meet the needs of domestic violence victims.

METHODS

We used a phenomenologic, qualitative focus group
design to elicit women's perceptions about and atti-
tudes toward involvement of the health care system in
domestic violence. We conducted the study in primary
care and social development community centers of the
Ministry of Social Affairs in Lebanon. There are 89
centers in 6 governorates (Mohafaza) serving low- to
middle-income populations. We selected 1 center in
each governorate that met 2 criteria: the center had at
least 20 female patient visits per day, and its health care
professionals had prior training on domestic violence.
These 6 primary care centers implemented a
domestic violence protocol during the study so that all
women visiting the centers were asked and had discus-
sion about domestic violence. According to the proto-
col, health care professionals asked all female patients
about domestic violence using the HITS (Hurt, Insult,
Threaten, Scream) interview. Any woman acknowledg-
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ing domestic violence was offered a hotline number

to a specialized domestic violence center. Results of
the screening were kept confidential from the research
team.

HITS is a validated 4-question domestic violence
screening tool (Table 1).3¢ It was translated into Arabic
by the principal investigator (J.U.), back-translated
to test translation accuracy, and then piloted with 5
female patients to make sure questions were understood
and not offensive. We did not compare the translated
HITS to the original HITS on measurement outcomes
because the purpose of the questionnaire in this study
was only to familiarize female patients with domestic
violence inquiry and referral in a medical setting.

We recruited participants between March 2 and
13, 2009. A clinic social worker approached all female
patients older than 18 years of age when they entered
the clinic, to explain the focus group discussion and
obtain verbal informed consent and contact informa-
tion. Focus group participants were later randomly
selected from this group.

We prepared a focus group interview guide in
Arabic. Topics included (1) opinions, attitudes, and
expectations about involving primary health care in
domestic violence management; (2) opinions about
domestic violence inquiry and

6 focus group discussions, the research team agreed
that saturation of ideas had been reached.

This study was approved by the American Univer-
sity of Beirut Institutional Review Board.

RESULTS

A total of 172 women were seen at the 6 health cen-
ters during the study period; 133 consented to par-
ticipate in a focus group discussion, of whom 72 were
later invited to participate (Figure 1). Each group con-
tained 12 women. Participants came from a low and
middle socioeconomic background and ranged in age
from 20 to 55 years. Sixty-one were married, 10 were
single, and 1 was divorced. Four women were illiter-
ate, 36 had received some elementary education, 20
had received some secondary education, and 12 were
university graduates.

Five topics emerged from the focus group dis-
cussions (Table 2): Should health care play a role in
domestic violence intervention? How will men react
to a health care role in domestic violence? How
should health care professionals inquire about domes-
tic violence? How should health care professionals
respond to disclosure of domestic violence? And

the HITS questionnaire; and (3)

perceived barriers to involving
the health care system and sug-
gested solutions.

The focus groups met at each
health center in a patient educa-
tion classroom. The facilitator
and moderator were social work-
ers with prior focus group train-
ing and experience; the facilitator
worked in a nongovernmental
domestic violence institution.

Focus group discussions were
taped, transcribed verbatim by
the facilitator, and reviewed for
accuracy by 1 investigator. To
identify common themes, tran-
scripts were reviewed separately
by 2 research assistants and then
compared. Discrepancies were
resolved by consensus after dis-
cussion with the principal inves-
tigator (J.U.). Thematic analysis
was used, grouping responses
into common themes, grouping
themes into topics, and analyzing
trends according to participant
characteristics. After completing

Table 1. The HITS Screening Tool for Domestic Violence
in English and Arabic

HITS — English version

Please read each of the following activities and fill in the circle that best indicates the frequency
with which your partner acts in the way depicted.

How often does your Fairly

partner? Never Rarely Sometimes often Frequently
1. Physically hurt you @) @] O @] O

2. Insult or talk down to you O O O O O

3. Threaten you with harm (@) @) (@) (@) O

4. Scream or curse at you O (@) O @) @]

HITS — Arabic version
55T pasd gl ol Ao of / Gato « 8wl 31,31 uol LB (e deoledl diwd] IS Codymd Oly Guw S
2 & Jlas e Y

Cow 30 5381 5 -guiye
Silye Silye 5o
O O o O § esds ol dsio of ellS) 03 do
O O o O digga ddy,hy dlee @IS ol UVSL uol o8 Ja
54U OledS & 4z ol
O O o O $ (208 ol hauzdl) $SVL Fugagzy sl ols do
O O o O Selaw ol clis) ol elile glally uol o8 Jo

HITS = Hurt, Insult, Threaten, Scream.

Adapted with permission from Sherin et al.?®
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Figure 1. Recruitment of women from
community health centers into focus groups.

172 Women came to the
community centers and were
screened for domestic violence

39 Declined to participate
11 Had to care for their children
9 Had to work
6 Said subject was of no interest

Y

5 Had transport issues
3 Were sick
5 Gave no reason

Y

133 Initially agreed
to participate

11 Declined to participate
4 Were sick
4 Cited family reasons

3 Said time of meeting
was not suitable

Y

Y

122 Participated

Y

72 Were randomly chosen
to form 6 focus groups

finally, what cultural and community barriers exist and
how can they be overcome? Each topic is discussed in
greater detail below.

Health Care’s Role in Domestic Violence
Intervention
Most women were enthusiastic about the health care
system addressing domestic violence. They considered
the health clinic a better place to talk confidentially
about problems vs with family or in their neighborhood.
As one woman said, “they don't know me and this makes
me feel more comfortable.” They viewed the clinic as a
safe place where women can take an initial step to bring
attention to domestic violence and break the silence.
When the health care system becomes involved
in domestic violence, participants expected women
to feel encouraged, supported, and relieved. Others
considered it a promise of change; as one participant
observed, it will be “a step forward to help women"
that will “show women they are not alone.”
Some participants expressed concerns about a
health system role in domestic violence. Some women,

mostly from rural communities, reported feeling
“ashamed,” surprised, and shocked when asked about
domestic violence, while others considered the problem
personal and questioned "interference in private affairs.”

Men’s Response

When asked about the reaction of men to health care
playing role in domestic violence, women's comments
reflected 4 themes. Some women believed men will
be indifferent; "it is the last of their worries,” one
commented. Others were hopeful that men would

be supportive advocates in the community or that a
man would work on “improving his relationship with
his wife.” Some expected men to react with denial,
anger, and violence—"men like to look like angels;
such a step will destroy this image” and hence, “he
may beat her anyway. Women are not expected to
make scandals and expose the house privacy.” Finally,
some expressed concern for physician safety, saying,
for instance, “he may beat the doctor." Several par-
ticipants suggested that men also be asked routinely
about domestic violence because "there are men who
are subject to violence too."

Inquiring About Domestic Violence

Participants discussed in detail how to implement
inquiry about domestic violence in the health clinic.
Most women emphasized that physicians should ensure
confidentiality and establish a good physician-patient
relationship before asking about domestic violence so
“trust is being built” and “the woman will feel more
confident talking.” Moreover, the health care profes-
sional should have ample time to discuss the matter:
"he knows when he is not in a hurry and has enough
time to listen.” Some suggested that inquiry about
domestic violence be included in the first interview,
but others believed that the physician and patient
may need more time to build rapport. Several partici-
pants encouraged physicians to ask about injuries and
expressed disappointment that a treating doctor had
neglected in the past to inquire about bruises from a
domestic violence assault.

Diverse opinions emerged about who should ask
about domestic violence. Many women preferred to
be asked by the physician. “The doctor has seen my
naked body so why can't I talk to him about my prob-
lems>” one woman explained. “I trust my doctor more
than I trust my neighbor; I talk to him and he usually
guides me to what is best for me to do,” another said.
Some women expressed reservations about physi-
cian involvement because they did not consider the
patient’s emotional well-being as part of the physi-
cian's role—"the doctor’s role is to treat diseases."”
Many women preferred that a social worker ask about
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Table 2. The Voices of Lebanese Women: Key Topics and Themes

Health care’s role in domestic violence intervention

Encouragement  “I knew | am not the first woman nor going to
be the last woman to be assaulted.”
“| felt that | have enough courage to speak out.”
Promise of “A step forward to help women”
change "We should start talking about it so that we can
start thinking of solutions.”
"Break the silence.”
Feeling sup- “| feel that someone is caring.”
ported/ "Psychological satisfaction as | got relieved from
relieved

a major burden”

“When the woman victim of violence has the
courage to talk openly and frankly about what
is happening in her life, she will be relieved.”

“Her morale and psyche will be better.”

“She has so many problems on her head and
should not face them alone.”

“They (health care professionals) don't know me
and this makes me feel more comfortable.”

Confidentiality

Intrusion “Interference in private affairs”
“Outsiders should not get involved in personal
issues.”
“The woman should solve her problems alone.”
Shame “| felt ashamed.”

Men'’s response

Indifference "It is the last of their worries.”

“Even when there is infertility problem in the
family, he doesn’t check himself as he thinks
his manhood will be affected.”

"Men may look at it positively as there is a pro-
fessional involvement aiming at improving his
relations with his wife.”

Encouragement

"Not all men are bad; there are men who are
active in community problems.”

“Men will not accept that women have started to
gain rights.”

Denial

"Men like to look like angels; such a step will
destroy this image.”

“He may forbid her from coming to the health
center.”

Increase in
violence

“He may beat her anyway; women are not
expected to make scandals and expose the
house privacy.”

"He may beat the doctor.”
Inquiry about domestic violence

First establish “So the woman would feel more confident talk-
the physician- ing” and “trust is being built”

pa}Ueﬁt hi “He knows when he is not in a hurry and has
relationship enough time to listen.”

Inquiry about domestic violence (continued)
Physicians
are trusted

“The doctor has seen my naked body so why can’t
I talk to him about my problems?”

"I trust my doctor more than | trust my neighbor,
I talk to him and he usually guides me to what is
best for me to do.”

Social work- “She has the right to interfere in family problems.”
ers are “She can get into the house and the brother or
trusted

husband would not feel she is against him.”
Responding to domestic violence disclosure

Support "He can provide power and energy.”

"Although he cannot abolish violence and sometimes
cannot provide solutions, he can listen to her and
provide her with medications that help her.”

“The woman should find out how to solve her
issues but she can refer to him for advice.”

“Unlike other people, the doctor provides advice
with care and confidence, he relieves the suffer-
ing and makes the woman feel better.”

Guidance and
awareness

“He can make her aware that she is suffering from
the violence she is living in because she may not
recognize this.”

“Refer [victimized women] to professional organiza-
tions or psychological support team.”

"He can write a report and the aggressor can be
punished.”

“He can talk to the man and ask him why he is
doing this [being violent].”

"Communicate with the police.”

"My neighbor was beaten by her brother, but in
the hospital, the treating doctor did not ask her
about the bruises; she was upset with the physi-
cian and felt unprotected.”

Cultural and community barriers and suggested solutions

Action

Competence
is expected

Cultural “The society forces women to wear a mask.”
barriers “Culture and tradition forbid us from speaking.”
“The way women are brought up, they are not
allowed to raise their voice.”
“"Ridiculous, we are subject to insults even on the
street.”
Fear of “It is not easy to face the scandal.”
scandal “She will be the talk of the town if she speaks.”
Free or “Women don’t have many resources.”
low-cost
resources
Community Highlight “improving family relationships” rather
awareness than “fighting against domestic violence.”
campaign

“Give lectures on healthy relations within the family
and specifically among couples so that the vio-
lent man doesn't feel he is being targeted.”

domestic violence because social workers can gain
the trust of the husband: “she has the right to inter-
fere in family problems..." and “she can get into the
house and the brother or husband would not feel she
is against him."” Participants discouraged domestic vio-
lence inquiry by nurses because nurses are not skilled
in dealing with family issues and a nurse might “do
harm as it is not her domain.”

Women expressed diverse opinions about profes-
sional and personal characteristics of the physician.
Participants recommended domestic violence inquiry

by family doctors, gynecologists, or psychologists, but
some identified 2 barriers concerning psychologists:
“psychologists are expensive” and “people may think [
am crazy if | go there.”

Many women felt equally at ease discussing domes-
tic violence with male and female physicians. A sub-
group of women, mostly from rural areas, reported that
they communicate better with female physicians. A
few objected to male physicians asking about domestic
violence because “they will be allies” with the abusive
spouse. In contrast, some women preferred a male
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physician, viewing men as more knowledgeable, with
stronger personalities and “he can understand the man
better and may be able to explain to me his [the hus-
band's] behavior.”

Most women felt that physician age did not matter,
“it is the experience that counts.” But some preferred
discussing domestic violence with a young doctor,
explaining, for example, "new graduates with updated
medical information are more open minded” and put
the patient at ease. Others preferred an older doctor
who is "more experienced” and "more knowledgeable,"”
and noted, “the husband will be less suspicious if the
doctor is old.”

Responding to Domestic Violence Disclosure
Participants offered diverse advice about how health
care professionals should respond to a woman'’s disclo-
sure of domestic violence. Women expected the physi-
cian to be thorough and competent, and to provide
emotional and material support, “although he cannot
abolish violence and sometimes cannot provide solu-
tions.” Some participants expected the physician to take
action such as "writing a report so the aggressor can

be punished,” “communicating with police,” or “talking
to the man and asking him why he is doing this [being
violent].” On the other hand, many participants empha-
sized respecting the woman's autonomy by “not pushing
the woman to get information” and "letting her decide
for herself.” Participants expected social workers and
nurses to listen, counsel, and raise awareness. Finally
many participants noted the value of continuity, saying,
for example, “be ready to follow up with the woman."

Cultural and Community Barriers
and Suggested Solutions
Should primary care clinics begin routinely asking
women about domestic violence, women identified the
larger community and cultural context as an obstacle
to domestic violence disclosure, noting “the culture and
traditions forbid us from speaking” and “women...are
not allowed to raise their voice.” Some women feared
scandal and community rebuke, commenting “it is not
easy to face the scandal”; this was a fear grounded in
lived experience, as several women described disclosing
domestic violence to a health care professional only to
encounter later a negative reaction from the community
for “revealing the secret.” Women also voiced concerns
about increased violence and losing children to abu-
sive husbands. Finally, participants recommended that
domestic violence services be free or low cost because
“women don't have many resources.”

Some women recommended that any new program
to address domestic violence at the health centers
should be preceded by a mass media and community

awareness campaign. The messages in this campaign
should highlight “improving family relations” rather
than “fighting against domestic violence” because this
positive theme would speak to both women and men.
Community campaigns were thought to be especially
important in rural areas, where family privacy and con-
fidentiality are highly valued.

DISCUSSION

This is the first study we know of that reflects Arab
women's voices about the health care system's role

in domestic violence identification and intervention.
Although Arab women are generally expected to bal-
ance their needs and well-being against preservation
of family reputation and loyalty to one's husband,?”
they still suggested that inquiring about domestic
violence in health care settings is a “socially accepted
way to break the silence” and may “herald societal
changes leading to an improved situation for women.”
Moreover, consistent with previous research in other

17.18.38-40 most Lebanese women in this study

cultures,
favored a health care system that works to prevent
domestic violence by routinely asking women about
it and referring them to community resources. Also
consistent with prior research, participants empha-
sized the importance of a trusting physician-patient
relationship, confidentially, a caring and unhurried
demeanor, emotional and material support, good lis-
tening skills, competent and thorough medical care,
respect for the woman's autonomy, and continuity.
These qualities characterize a good physician-patient

3941 and effective conditions for domestic

17,18,39-41

relationship
violence inquiry.
Women in this study identified several barriers to
creating an effective health care response to domes-
tic violence that are comparable to those of women
in developed countries: cost of services, failure of
confidentiality, and fears of retaliation and increased
violence. Yet, the approach to these barriers and its
impact differ in Lebanon and other developing coun-
tries, where most ambulatory services are provided
for a fee that would be unaffordable to many abuse
victims. Existing community-based domestic violence
services are currently provided on a volunteer basis
and may be overwhelmed if the health care system
implements routine screening and referral. Because
of the scarcity of resources, women would justifiably
worry about being blamed by family and community
for revealing a family secret and causing the family to
fall apart. This form of blaming the victim is a major
obstacle for domestic violence interventions, espe-
cially in patriarchal, collectivist social contexts, preva-
lent in the Arab region.
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Fear of retaliation by the spouse may also be more
pronounced among Arab women, whose concerns
would not be limited to increasing violence, but also
to being separated from their children, a strategy
commonly used by violent spouses®' and condoned by
the society.

Acknowledging these societal barriers, many Leba-
nese women had the insight to recognize that involv-
ing health care in domestic violence management
would be a “socially accepted way to break the silence”
and address the issue. Using "health” as a doorway for
social reform has not been voiced by women in other
studies but could be used to advocate for change in
addressing inequality between sexes.

On the other hand, Lebanese women in this study
voiced concerns and ideas that may be specific to their
social and cultural context. Being aware of these opin-
ions is important and helpful for physicians attending
to and treating Arab immigrants in the United States,
United Kingdom, or other western countries as well.

It is known that cultural barriers within the immigrant
community can restrict women's use of domestic vio-
lence services. ">

Women in rural communities expressed shame and
embarrassment when asked about domestic violence,
preferring to discuss it with a female physician. This
finding suggests that health care systems may need
to adapt domestic violence interventions to the local
community with particular care given to urban vs rural
differences in women's lived experience and willingness
to disclose. Women from the local community could
be recruited to guide and inform a clinic's domestic
violence response.

Women recommended that improvements in the
health system's response to domestic violence should
be preceded and accompanied by mass media and com-
munity education campaigns focusing on healthy fam-
ily relationships. This is the first report we are aware
of in which women, when asked about the health care
response to domestic violence, have recommended
adopting strategies for community-level interven-
tion and social change. Yet, they advised that those
campaigns be labeled as “protecting family unity” or
“improving family communication” rather than address-
ing domestic violence, indicating that they have a good
grasp of their society's restrictions and anticipated
reactions, and could identify ways to overcome them,
reminiscent of survivors' behaviors.

This study has several limitations, most of which
are related to focus group discussions. The findings
cannot be generalized to all Lebanese women owing
to the small sample size and recruitment from selected
primary health care centers. The fact that some women
declined to participate might have introduced bias into

the results. Finally, the sensitivity of domestic violence
as a topic might have introduced bias.

In conclusion, most Lebanese women in this study
welcomed and encouraged the involvement of the
health care system in the identification of domestic
violence. They did not, however, believe the health
care system alone can reduce or end domestic violence,
and therefore recommended community interventions
including public awareness and media campaigns, to
change knowledge, attitudes, beliefs, and social norms.
This study sets the ground for further research to
explore women's opinions about domestic violence
screening in health care settings, especially in Arab
cultures, and to plan interventions accordingly.

To read or post commentaries in response to this article, see it
online at: http://lwww.annfammed.org/content/10/3/213.
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